care. Although what we know from machines is valuable, there are other important subtle forms of knowledge that are best gleaned through personal contact with the patient.
The question still remains for us as clinicians and scientists when faced with a patient in coma, or a persistent vegetative state, 'Where is the person and how can I reach her?', and then for ourselves as fellow human beings, 'Where am IT This raises further the ethical issues of decisions about terminating life support when the brain and the person are no longer seen as one and the same entity-", D Aldridge 
AIDS afterthought
Barts students are no different from most final year medics in the need to choose a destination for the elective period. This need occasionally encompasses a desire to journey to a warm and exotic part of the world yet at the same time is concerned with gaining some medical experience. It is surprisingly difficult to combine these two intentions especially since hot climates are often associated with many outdoor temptations which can divert thought away from study and learning.
My elective months were spent in Sydney, Australia, a choice governed by my previous special studies in HIV and AIDS. This interest began in 1985 when I joined St Mary's hospital for one year to study 'Infection and Immunity'. From that time, the subject of AIDS and the management of the immunocompromised patient began to appear more frequently in medical journals. The neuropsychiatric complications of HIV infection were of particular interest since they demonstrated links between the immune system, opportunistic infection and psychological symptoms in patients who practised diverse lifestyles. The extent to which the AIDS epidemic will dominate current medical practice in the UK is still unclear.
My concern was to use my particular academic knowledge to support the clinical experience obtained on elective. However, I had not had any direct personal involvement in the management of HIV infection and for that reason alone was keen to spend some time attached to a unit where there was a possibility of some teaching, not only regarding HIV infection, but also of general medicine in preparation for Finals. Fortunately, a gynaecologist friend of my parents had trained in Sydney and introduced me to a consultant immunologist there, Professor Ronal Penny. Thus I came to spend my elective at St Vincent's Hospital, Sydney. I was extremely fortunate in being funded by the Guildchrist Foundation, the Clothworkers Trust and my Medical College, all in the City of London. It was interesting that none of the London-based AIDS organizations were able to provide any assistance despite my protocol covering the very serious negative social aspect of neuropsychiatric complications of HIV infection.
The public image of the AIDS victim has been the infected homosexual or drug addict. Sydney, with its large population of both these sources of patients, also has people from every walk of life professing beliefs and carrying out behaviour that, as in all cosmopolitan society, has no norm. AIDS is making its grim inroad, indifferent to stereotyping. During my time in Sydney, I saw many aspects of inpatient, outpatient, community and laboratory care of HIV infection. It is a sad game of numbers that the Australian population is not much more than a quarter that of the UK, but contains as many recorded cases of AIDS. The field of neuropsychiatric complications was too vast for deep investigation in the limited time of the elective period. My work covered a broad overview of the illness and gave me a deep understanding of compassion.
'AIDS patients? Did you wear a mask. I hope you wore rubber gloves!' This was the reaction of several of my fellow students on my return to London. I must say that, to an extent, these intimations of fear and caution echoed my own 0141-0768/90/ 060346-02/$02.00/0 © 1990 The Royal Society of Medicine inner feelings when I initially arrived in Sydney. Despite everything I had read in the medical journals, my memory had become imprinted with the newspaper headlines of 'AIDS -the Killer Plague'. Deep down, I could not help but worry that 'It' was catching and that I should keep at arm's length and not breathe too deeply.
It was with these disquieting feelings that I clerked my first patient, a teacher in his late twenties. Although oncehandsome, he now lay gaunt and exhausted on his bed. There was the look of the sunken eyes and prominent cheekbones that I was later to see so frequently. I also noticed the reddish-purple lesions of Kaposi's sarcoma on his cheeks, the thinning hair from chemotherapy. He was breathless from pneumonia, but was still able to talk to me about his illness. This was his third admission for pneumocystis pneumonia. He had had a positive antibody test in 1986 after his lover developed a dry cough and was subsequently discovered to have pneumocystis, which is diagnostic of AIDS. Now this teacher had AIDS too. Writing this in black and white, it is impossible to fully convey how he felt. A young man, with hopes and aspirations, now sacked from his job ('asked to leave, they thought it would be best . . . '), his lover dead, many close friends dead or dying, and now he, himself, lying breathless in a hospital bed. In fact, he recovered enough to be discharged across the road to the hospice, but it was not long before his surname appeared on the ward noticeboard with a date beside it. That was the first such notice I had seen. A nurse told me it was the ward obituary list.
I have met several (apparently) 'straight' people in Sydney and in London who express notions along the lines of 'Well, they're gay, it's not natural and they've brought it on themselves.' Apart from the fact that AIDS is equally common in both men and women in Africa, and clearly not an exclusively homosexual disease, I realized in Sydney, if I had not known it before, that being gay is not an illness that can be cured. It is something that is as fundamental to that person as feelings of personal sexuality and personality are to the heterosexual. Notions of homosexuality should be considered altruistically.
Understanding the behaviour of another section of society was the additional experience of my time in Sydney. For some time in London, grey-complexioned, greasy-haired youths, with syringes deeply embedded in pocked fore-arms had been staring down from postered walls. 'Heroin really screws you up.' So, many of us would not trust someone who uses intravenous drugs, let alone invite them into our homes.
With this attitude firmly entrenched in my head, I saw my first drug user in Albion Street outpatient clinic, which cares for those with HIV who are otherwise well. He was a carpenter in his early thirties, suntanned and dressed in a clean shirt and trousers; even the tattoo on his arm could hardly be said to give a clue to drug use. He had come along for a check-up, having known of his antibody-positive status for two years. How did he catch 'It', I asked. Well, a few years previously he had been in prison for, I think, a drugs offence. Although previously he had used heroin on a casual basis, and then 'only' smoked it, once in prison he had begun regularly to inject since the drug was so cheap and readily available and, incidentally, of higher quality than on the street. There were no clean needles there. He was sharing with 10 men, three of whom, he later dis-Journal of the Royal Society of Medicine Volume 83 June 1990 347 covered, knew they had HIV. Even when he was told this, he continued to share needles with them. Why, I asked. You wouldn't understand, he said; but went on to explain that the need for heroin soon overcomes any fears of a disease which you have only heard about on TV and in any case, if things do get too bad, well, there's always the drugs. He also told of the plight of younger inmates, less able to defend themselves, who suffer multiple rapes and contract HIV. How did he know all this? All those with positive antibody status are transferred to a special unit in the jail.
Eventually, this man was sent home on parole. He returned to live with his girlfriend who was not a drug-user. She subsequently became pregnant but she and the baby remained HIV negative. She left the carpenter when his drug habit became too demanding. After he left, the doctor who was holding the clinic and I wondered who that man would be sharing needles with that night.
All the cases were saddening for different reasons. One of the saddest was an 18-year-old country girl, up in the City for the first time to get a job and earn a fortune in the manner of Dick Whittington. She did not find the streets paved with gold. One night soon after arrival she met a man whom she liked and started a relationship with him. A few weeks later she woke up with a temperature and swollen glands. Thinking it was glandular fever, she went to a local GP who did some blood tests which established that she was in fact suffering from acute HIV infection. The GP referred her to St Vincent's. It later turned out that her boyfriend had been bisexual but was now completely 'straight'. He had had a few male lovers in the past until AIDS became known. He had no idea that he was an HIV carrier. And neither, I suspected, did any of his previous girlfriends.
The staff on the Unit always managed to keep cheerful and friendly although stress sometimes made its mark. Death of patients is as much a part of ward routine as an admission, although I never got used to it. If I say how very moving I found it to see how hard everyone, the whole team, worked for even minor improvements in a patient's health, and how depressing were the downturns, I hope it will not sound trite. You may think to yourself: people are dying every day, and not just of AIDS. There is a vast spectrum of tragedy from the very old whose time is used up, to the very young who never had a chance. This is true. But the lasting impression I took with me from Sydney is of young men sitting in rows in the outpatient waiting area, some of them in wheelchairs, mostly staring emptily ahead. Most of them alone. In all their thoughts, whatever they were, at present there is scarcely any room for hope.
Those with HIV and AIDS have little to hope for, less to hang their hopes on. Medicine is striving to catch up with their tragedy while most of their friends are leaving them behind. AIDS is a lonely illness, with many of its victims demeaned by the diagnosis, which is to say that they become shunned as outcasts of the 20th century. Education and information can teach us how to control the epidemic. But while it rages, let those who suffer with HIV be treated for what they are -people -and not as modern-day lepers.
